The authors present the case of a 62-year-old Caucasian female with a medical history of abdominal surgery, at another institution, due to bowel perforation with peritonitis, presumably owing to a nonspecific inflammatory process. The postoperative outcome was uneventful. During 3 months, she was completely asymptomatic, namely without fever, night sweats, or weight loss, and then, 3 months later, she was admitted due to acute onset of abdominal pain and fever. On physical examination, she presented abdominal pain and tenderness on the right lower abdominal quadrant without palpable or- Multiple ulcers in all colonic segments, some of them large and excavated, with raised borders, the largest in the cecum and splenic flexure. bowel. Serologic tests for celiac sprue were negative. Further studies excluded bone marrow involvement. Following the resolution of the pericecal abscess with antibiotic treatment, the patient started chemotherapy (CHOP). Six months later, due to disease progression with pulmonary and endometrium involvement, second-line chemotherapy was started. Despite being the most frequently extranodal site involved in by lymphomas, primary lymphomas of the gastrointestinal tract are rare and account for only 1-4% of the gastrointestinal malignancies [1] . Almost 90% are Bcell lineage lymphomas; therefore, T-cell and Hodgkin lymphomas are even rarer [1] . Enteropathy-associated Tcell lymphoma accounts for 1.4% of all lymphomas. It is more frequent in men and in the sixth to seventh decade of life [2, 3] . The vast majority of cases present with small bowel involvement (90%), while the colon (16%) and stomach (8%) are not so frequently affected [2] . There are 2 types: type I is the classic and most common form [4] . It is strongly associated with celiac disease, thus being more frequent in Northern Europe [2, 4] . Type II represents only 10-20% of all cases of this rare disease with an incidence of 0.5-1 per million per year [2] . It occurs sporadically and is more frequent in Asian countries [4] . In type II, bowel perforation is often the form of presentation, but clinical, endoscopic, and morphologic data are not enough for the differential diagnosis [3] . Epidemiological patterns could be helpful, but immunohistochemistry (CD56) is crucial for this diagnosis [2, 3] . The absence of positivity for Epstein-Barr virus is also important to distinguish this disease from other natural killer/T-cell lymphomas (nasal type). Both subtypes are aggressive and have a poor prognosis with a median survival of 10 months [4] .
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